self-harm (Barrowclough & Hooley, 2003; Harvey, Burns, Fahy, Manley, & Tattan, 2001) . The value of informal family caring is increasingly being acknowledged in mental health policies in Australia (Australian Health Ministers, 2003) and other Western nations, including the United Kingdom (U.K. Department of Health, 1999) , Canada (Health Systems Research Unit Clarke Institute of Psychiatry, 1997) , and the United States (Van Tosh, 2005) . These policies identify carers as important stakeholders within the mental health service system and critical for the effective delivery of community-based mental health care. Compared with women, men are less likely to be primary care-providers, but the distribution of caring work in families is likely to shift in tandem with generalized changes in men's and women's roles. It is therefore important to consider the contexts in which men provide care, and how the circumstances in which they undertake caring are acknowledged by mental health clinical and social support services. T here is widespread recognition that the support and care provided by family and friends is critical in delivering community-based treatment for people experiencing mental illness (Tucker, Barker, & Gregoire, 1998) . Accordingly, over the past three decades there has been a substantial increase in the focus on family carers by both researchers and policy makers (Heaton, 1999) . Research into informal caring has identified the key role that families play in influencing patients' prognoses and reducing rates of psychiatric admission, relapse, and episodes of
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The Emergence of a Caring Role
Since the 1950s, processes of deinstitutionalization have been shifting responsibility and obligations for care of people with a mental illness back onto the "community," with families assuming responsibility for members who require ongoing care and extended support. These obligations place particular demands on women, who continue to undertake the majority of unpaid care (Australian Bureau of Statistics, 2004; Hirst, 2005) . However, the community and family contexts in which care is provided reflect marked changes (Lefley, 1997) . Transforming social and economic conditions are arguably undermining the practical and moral imperatives for women to automatically assume caring roles (Gerson, 2002) . Increasing participation in higher education and expanding employment opportunities are limiting women's availability and inclination to be solely responsible for providing informal care (Lefley, 1997) . In contemporary families, women may be motivated to sustain some degree of economic independence in the face of the perceived fragility of relationships that are anchored in emotional ties (Beck & Beck-Gernsheim, 1995; Giddens, 1992) . Household budgets are relying on women maintaining dual responsibilities for paid employment and unpaid caring work (Gerson, 2002 ). An effect of diversifying family and couple formations is that caring tasks can no longer be assumed to be an essential function of families, or the responsibility of women. As women are less available to perform unpaid caring work, increasing numbers of men are caring for children and spouses (Ducharme et al., 2006) . These changes in family roles are reworking the practical implications of caring at the same time that caring is being discursively constructed as a set of practices that are separated out from everyday life. When intensive and ongoing forms of care are required because of chronic or serious illness, disability, or old age, the tasks, expectations, and obligations of caring are coalescing into a distinctive "caring" role and a concomitant social identity (Bytheway & Johnson, 1998) . These processes are pushing individuals who provide care to self-consciously assume a caring role and associated social identity. A reliance on informal caring and the enactment of a caring role are evident in Australia's current National Mental Health Plan 2003-2008, which notes that "with the move to more community-focused treatment for people with mental illness, the enhanced role of carers must be recognized and supported" (Australian Health Ministers, 2003, p. 23 ). The social identity of "carer" is also being constituted and reinforced in health and social policies, and the parameters of the role are being defined and specified through the development of guidelines for "carer plans" (Australian Health Ministers, 2003, p. 24) . The responsibilities and rights of carers are given further presence through the ways in which carers themselves lobby for increased recognition of, and support for, the informal caring work they perform.
At the same time, processes of caring are being informalized as the associated tasks and responsibilities of caring are largely undertaken by families, and formalized when the expectations of caring roles are outlined in policy and clinical guidelines. The ambivalent implications of these processes are likely to have uneven effects for families according to the circumstances in which care is provided. Given that it remains less common for men to be primary caregivers in families, the contexts in which men are practicing care or identifying with caring roles remain unclear. This article reports a study that was undertaken in response to concerns within a mental health service providing a range of support services in community-based settings that male carers were not accessing available support services. Improved understanding of the social and personal contexts of caring among men will usefully inform the ways in which support services can meet the needs of men who are providing intensive levels of care for family members with a mental illness.
Men and Caring
There is emerging evidence that some men are assuming the tasks and responsibilities of caring, and this presents generalized and gender-specific issues related to caring roles (Hirst, 2001; Spillman & Pezzin, 2000) . Men may feel uncomfortable in caring roles because they contradict dominant ideals and practices of masculinity that imply that men are biologically ill suited to the emotional tasks of caring. Caring responsibilities can interfere with their ability to perform a "breadwinner" role, which continues to be a significant foundation for men's personal and social identities (Brandth & Kvande, 1998) . The intense demands of caring for a partner or child with a mental illness can generate discordance between caring and primary relationship roles of being a partner or parent. In these ways, men caring for a family member with a mental illness are providing care in contexts that are likely to conflict with gender and relationship expectations.
The experiences of men who take on caring roles, and the dissonance between caring and traditional expectations associated with masculinity, have been explored in a limited body of empirical work. Even less attention has been given to exploring the potential for dissonance between traditional gender roles, primary family relationship roles, and caregiving roles, and how the competing demands of these roles are navigated. Caring relationships within families include caring for a partner, a child, or a parent. However, across these contexts, the primary relationships that configure the dynamics, tasks, and tensions of caring are embedded in profoundly different social and personal logics, and differences in power. The asymmetries of power in parent/child relationships are in contrast with the symmetries and equalities that (preferably) characterize intimate relationships between adults. The third dynamic, children caring for parents, will not be considered here. The quality of primary relationships between parents and children or spouses has critical significance for the challenges of caring for someone who has a mental illness. Understanding the ways in which the primary relationships between carers and care recipients influence ideals of "good" care, goals for achieving independence, and the practical and emotional tasks of caring is critical for providing appropriate and relevant support resources for carers. Although disjunctions between caring and primary familial roles are likely to be situations where ongoing and intensive care is informally provided within families, men may experience especial difficulties that arise through the additional tensions of gender role expectations, the unfamiliar demands of caring, and the relatively uncommon circumstances in which their caring is undertaken.
Contradictions and Tensions in Caring Roles
Caring roles are replete with tensions for both parents and spouses, although divergent ideals attached to parenting and partnering ensure these tensions involve different sites of struggle and reconciliation. For parents there are clear emotional, moral, and legal imperatives that compel them to care for their children (Wyness, 1997) . Although many societies are generally drifting toward a more equal distribution of breadwinning and unpaid caring tasks within families, mothers are still more likely to take responsibility for a sick child or disabled family member (Australian Institute of Health and Welfare, 2003) . Nonetheless, there are growing expectations that men should take more responsibility for the care of children than was assumed by their own fathers (Henwood & Procter, 2003) . At the same time that parental roles are transforming, parents are having new stresses placed on them. Reay, Bignold, Ball, and Cribb (1998, p. 45) argued that discursive shifts that emphasize individualism and consumption have increasingly led to children being seen as the "products of parenting," and parents are viewed as having failed if they do not "produce" a child who lives up to social and moral ideals. This leads to behavioral and psychological problems among children being readily attributed to incompetent parenting (Ambert, 1994) . Consequently, parents of children with a mental illness have reported feeling that they are scrutinized, blamed, or made to feel responsible for their child's condition (Harden, 2005; Milliken & Northcott, 2003; Singh, 2005) . It is almost impossible for parents to avoid these distressing suspicions because parenting comprises such a comprehensive set of responsibilities. As Singh (2005, p. 1194) explained in her study of children with attention deficit hyperactivity disorder: "Parents manage and mediate the exposure of children to genetic, social, medical and educational elements, [and so] parents occupy space in most positions within the web of blame." The levels of responsibility attributed to parents means that there are expectations that parents will provide solutions to their child's problems, irrespective of their capacity to do so or the origin of the problem (Ambert, 1994) . Furthermore, these expectations are "limitless" in that responsibility extends indefinitely into children's adulthood (Milliken & Northcott, 2003; Wyness, 1997) .
Caring for spouses involves other kinds of responsibilities and strains. Integrating the responsibilities and obligations of caregiving with other aspects of the primary relationship that exists between spouses and partners can present role incongruities that are difficult to resolve. Caregiving, and particularly adopting a caring role as a consequence of a partner's chronic illness or disability, sits uneasily with transforming meanings and experiences of intimacy and commitment that are supposed to characterize contemporary ideals for marriage and intimate romantic relationships (Giddens, 1992) . Giddens argued that marriage has ceased to be a highly structured social institution that is sustained through comprehensive social norms and obligations and has taken on new meanings that are particularly evident in ideals for what he described as "pure relationships." In pure relationships, commitment flows from the intrinsic and mutual rewards of the relationship itself and reflects a widespread acceptance that relationships are sustained for as long as "it is thought by both parties to deliver enough satisfactions for each individual to stay within it" (Giddens, 1992, p. 58) . Pure relationships are grounded in the growing social and economic independence of individuals where partners are no longer bound by economic necessity or social pressures to conform. Ideals for pure relationships have effected a profound change in the meaning of marriage because it has been "translat [ed] . . . into a signifier of commitment, rather than a determinant of it" (Giddens, 1992, p. 198) . In other words, people do not stay together because they are married, they stay married because they want to be together.
Despite the reworked notions of commitment that supposedly characterize ideals for contemporary intimate relationships, spouses and partners confront similar social expectations that they will support their partners "in sickness and in health." For example, Boeiji and Ven Doorne-Huiskes (2003) identified that a sense of moral obligation played a key role in decisions to continue to care for partners with multiple sclerosis, with many participants espousing a strong belief that caring for an ill spouse was part of the responsibilities of married life. Partners "see their spouse's illness as something from which there is no escape and their caregiving is also perceived as an inevitability caused by the promises made" (Boeiji & Ven Doorne-Huiskes, 2003, p. 232) . At the same time, these researchers observed a "normative pressure to care" whereby extended family, friends, and spouses themselves expect partners to provide the levels of care that are required. This normative pressure to care has been noted in other studies as a forceful motivation for spouses to remain with and care for ill or injured partners (Gosling & Oddy, 1999; Wiles, 2003) . However, the circumstances and consequences of providing ongoing care to a partner are likely to contravene the ideals of pure relationships because of the dependence and asymmetry that is introduced into relationships and the ways in which carers are frequently required to put aside their own needs. Furthermore, carers can feel overwhelmed by anxiety for their partner's well-being and doubt that the relationship can continue to meet the respective needs of each partner.
The caring roles that are picked up by parents and partners when a family member has a serious mental illness must be grafted onto existing roles and relationships between parents, children, and spouses. These primary relationships generate different kinds of tensions in caring roles, and there is limited understanding of how men are managing the potential tensions between caring, primary relationship, and gender roles. Indeed, the empirical literature largely examines the experiences of women who are providing the bulk of informal care in families. A further context for the study is its rural location, which can entail difficulties in accessing medical and support services and heighten experiences of social isolation. Given these issues, and the contradictions, pressures, and tensions that are cohering around caring roles, it is timely to consider the experiences of men caring for children and spouses with a mental illness to understand how they can best be supported in their caring roles. The experiences of men caring for children and partners were therefore the focus of a qualitative research project undertaken among men living in rural Victoria, Australia.
The Method for the Study
The study was undertaken in a large rural region of Victoria, Australia, and was initiated by the sole public mental health service that is responsible for delivering a range of clinical and auxiliary services to patients and carers (Centre for Rural Mental Health, 2002). The region, which includes a major provincial city, three towns, and numerous small rural towns, has a population of 224,000 and covers an area of approximately 36,000 square kilometers. The service has a single Family Carer Project Officer (half-time position) who is responsible for supporting the family and carers of people with a mental illness. Seven support groups also operate across the region, with one group having a professional facilitator and the remainder being self-help support groups run by members.
The region's mental health service was concerned about identifying the key issues for male carers and possible gaps in service delivery for this group. Situations where men are providing significant amounts of care to family members remain less common, and it was anticipated that the pool of potential participants would be relatively small and they could be characterized as "hard to reach." Ethics approval for the study was gained from Human Research Ethics Committees at the Health Service and the University of Melbourne. The protocol for recruiting participants relied on personnel in health and human outreach services to identify men who were providing care to children and partners with a mental illness. These outreach workers passed on information about the study to potential participants and, if agreed, passed on carers' contact details to the researchers who then contacted the men directly by telephone. Those men who were interested in participating were sent a plain-language explanation of the study through the post. Follow-up telephone calls were made 1 week later to answer queries, and interview times were arranged with those willing to participate in the study. All of the carers who were contacted by the researcher agreed to be involved in the project.
Participants were offered the choice about where they would like to be interviewed, and the interviews were conducted at participants' homes or a mental health resource center. Previous studies have found that carers must deal with everyday problems and long-term changes in roles and family relationships, and the interviews aimed to capture these aspects of their situations (Wittmund, Ulrich Wilms, Mory, & Angermeyer, 2002) . These data were therefore collected through "focused interviews" (Liamputtong Rice & Ezzy, 1999) that aimed to generate "thick descriptions" (Geertz, 1973) of their caring situations. The interview guide asked men to talk about their daily routines, descriptions of days when things do not go smoothly, the most challenging and rewarding aspects of their caring roles, formal and informal sources of support that were utilized, reflections on the particular circumstances of being a man caring for a child or partner, and their plans and hopes for the future. The interview guide was developed to gain insight into the men's everyday experiences of caring, the sources of support that were accessed, and barriers in accessing support. The interviews were conducted by one of the authors (first author) who worked as a researcher in the public mental health service that sponsored the study. Prior to the interview commencing, the interviewer explained the separation between the clinical and research arms of the organization and reassured participants that their participation in the research would not influence clinical decision-making processes. The interviews took between 1 and 1.5 hr to complete and were taped and subsequently transcribed. After repeated readings, the transcripts were assigned codes for content and themes. The coded data permitted the emergence of patterns and themes from the data set that were interpreted with reference to previous empirical research on the topic and theoretical work exploring issues of gender and intimacy. The latter bodies of theoretical work were drawn on to identify and interpret key themes that emerged from data and that were particularly evident in consistent similarities and divergences in the accounts of fathers and husbands (Miles & Huberman, 1994) .
Limitations to the Study
The findings from the study are limited because the circumstances of the participants are fairly homogenous in key aspects such as being predominantly Anglo-Australian and living in a rural location. Some of the difficulties experienced by the men in their caring roles and limited contact with support services may be attributed to the rural setting, which presents difficulties in delivering mental health services over large geographical, but sparsely populated, regions. At the same time, the recruitment strategy, which relied on the identification of potential participants by clinical and social services personnel, may have biased the sample toward men who have some contact with support services. Related to this, information for recruiting men into the study explicitly targeted "male carers," and it is possible that men who did not self-identify as a "carer" may not have perceived its relevance to their particular circumstances. More generally, the study was also limited to cross-sectional insights, whereas providing care for a mentally ill family member is likely to involve a "pileup" of stressors, fluctuation in the presentation of illness symptoms, and changes in resources to cope with the demands of caring over time (Baronet, 1999) . This produces different emphases in participants' accounts at different points in time and stages of illness. Despite these limitations, the sparseness of the rural populations in Australia and the relatively uncommon circumstances of men providing primary care for partners and children with a mental illness ensure that the sample represents a reasonable proportion of a hard-to-reach population. Furthermore, the detailed accounts that were collected in the interviews offer rare insight into a largely unexamined context for informal caring.
Findings Description of the Sample
Ten men participated in the study, with 5 participants caring for a child and 5 caring for a partner who had been diagnosed with a mental illness. Ages of 4 of the participants ranged between 30 and 50, whereas the other 6 participants were in their 50s or early 60s. All of the participants had been married, and 1 was separated from his wife. All the participants were fathers, and 5 had children who lived at home with them. Four of the participants had children under the age of 12 years, and the remainder had children who were over 25 years of age. Of those caring for children who experienced a mental illness, 4 were caring for adult children and 1 was caring for a child under the age of 12 years. In 2 of these cases, fathers and children resided in the same household, whereas the remaining 3 fathers did not live with their children but had very regular contact (several times per week). Of the participants who were caring their for wife, 4 lived with their wives.
The length of time the participants had been caring for their child or partner ranged from 1 year to 18 years. The average time spent caring was 8 1/2 years, with 6 men providing care for between 8 and 12 years. Based on the reports of study participants, the diagnosis of their family members included bipolaraffective disorder, depression and anxiety, schizoaffective disorder, schizophrenia, autism, and factitious disorder. Husbands had not been aware of their wives' illness at the time they were married.
Eight of the men in the study were not in the labor force at the time of interview, and 7 were receiving government income support (e.g., disability pensions or unemployment benefits) as their primary source of income. Two of the participants were in fulltime employment in professional occupations. Of those who were no longer in employment, 4 reported that they had stopped working to care full time, and 2 participants had stopped work due to injury but did not return to work due to the demands of their caring role. Analysis of the interview data explores the men's approaches to caring, tensions between the demands of caring, aspects of primary relationships between carers and care recipients, and the "fit" between expectations of caring that are elaborated in mental health policy and support services and the experiences of fathers and spouses.
Approaches to Caring Roles
The interview data revealed clear contrasts between the experiences of men who were caring for a child and those who were caring for a spouse. All of the men were generally diligent and thoughtful carers, but there was remarkable consistency in the approaches to caring described by the fathers compared to those expressed by the husbands. Most striking, the fathers consistently described proactive approaches to caring and were strongly focused on managing the illness condition. On the other hand, husbands tended to take a reactive approach in which they were concerned about managing situations that were associated with their partners' illnesses. All of the men were concerned about preserving defining aspects of their primary intimate relationship with care recipients, but these generated diverging implications for fathers and husbands. Husbands experienced marked dissonance between the demands of the caring role and preserving significant aspects of the intimate relationship they shared with their partners.
For fathers, caring for a child with a mental illness extended the typical obligations and responsibilities associated with parenting. Challenges lay in the way in which the need to continue caring for their child was likely to extend indefinitely into adulthood, and across a range of life issues, including the management and treatment of the mental illness itself. All of the fathers in this study had readily assumed responsibility for their children when they became unwell. They were concerned about promoting recovery, eager to learn as much as possible about the illness and its management and to ensure compliance with treatment regimes. Taking responsibility for the ongoing care of their children was never questioned by these fathers, despite some pessimistic prognoses. (Note that all participants and their families have been given pseudonyms, and ellipses indicate that small sections of speech have been edited out to illustrate key issues in the men's accounts.) One father explained his sense of obligation:
They have had this illness, schizophrenia, and it has set them running somewhere. . . . It is our responsibility, she is someone we brought into the world to care for and we must care for her; you are captive of what you have created for yourself and we created that girl. (Doug, father) The fathers were eager to learn as much as possible about the illness their child was experiencing and consistently reported the benefits of having comprehensive knowledge of the issues. They accessed information from a range of sources, including carer support groups, mental health professionals, attendance at mental health conferences, and reading research reports and the self-help literature. This knowledge was then incorporated into "management plans" or strategies for dealing with aspects of their child's illness and challenging behaviors. Another father made a similar point:
Just doing it with pure TLC [tender loving care] doesn't help your loved one get back to wellness. We had this slogan of managing our loved one back to wellness and that was the mission, to get her back . . . we were working together with her and educating ourselves with her and trying to move down the same path with her. (Brian, father) A proactive approach to gathering knowledge of their child's medical conditions served a number of useful purposes. Researching aspects of their child's condition gave fathers a greater sense of control over the child's condition, their emotional responses to situations they were confronted with, the everyday management of the illness, and how to effectively engage with the mental health system. They acquired practical strategies for managing their child's illness, and the information enabled the family to reinterpret socially unacceptable and unpredictable behavior of their child as a cluster of symptoms that were associated with a diagnosable medical condition. In useful and reassuring ways, being "good" carers assisted fathers to believe themselves and demonstrate to others that they are "good" parents.
In similar ways to fathers, the husbands in the study reported being strongly committed to caring for their partners, and they described a range of strategies that were used to promote and protect the well-being of their wives. However, the motivation, manner, and objectives that underpinned these efforts were in marked contrast to those of the fathers. Although husbands expressed high degrees of care and concern for their wives, they rarely engaged in extensive research regarding their wives' illness, and some husbands even appeared to be unsure of the nature of their wife's diagnosis. Furthermore, despite reporting high levels of distress at their wives' illnesses, and their subsequent family situations, the men were largely unconnected to potential sources of support. Few of the men had sought support from mental health services, and only 1 received regular assistance from a carer support agency. The husbands also reported very limited involvement in their wives' treatment. They were supportive of their wife's efforts to access care but did not actively encourage or direct them to seek treatment (although in some crisis situations husbands had contacted emergency psychiatric services). Overall, the husbands displayed little evidence of the proactive approach to caring and engaging their wives in mental health treatment and support that was evident among the fathers.
Husbands reported that their motivation to care was out of a sense of love, rather than duty. In many ways, the husbands appeared to resist taking on a prescribed role of "carer" and were instead oriented to maintaining the semblance of an intimate, spousal relationship. This involved respecting their wife's autonomy and her decisions about mental health treatment, and they were not inclined to actively participate in clinical encounters, attend educative programs, or seek other engagements with mental health services. In the following extract, one husband suggests he has been reluctant to interfere with the status quo of their relationship, despite the intrusion of mental illness into their lives: I don't know if she is ready to or not, but she has talked about the fact that she [his wife] wants more, so obviously the only way we are going to get more is by working for it. . . . So we asked her doctor a few weeks ago now, well probably coming up a month and half ago now, whether we could try and change something. She [doctor] was reluctant to do it then, and we were having a talk just the other day and I made an appointment to see her . . . to try and get a better understanding. (Jim, husband) After 9 years of his wife being unwell, this couple was only beginning to contemplate available treatment options.
While husbands were not heavily involved in managing or administering their wives' clinical treatments, or building medical knowledge of their wives' illnesses, they nonetheless described a range of activities they undertook to support their wives, which reflected two critical objectives: maintaining a low-stress environment and preventing opportunities for self-harm. In creating a low-stress environment, the husbands were concerned about limiting the demands and stressors placed on their partner and involved themselves in taking responsibility for practical activities such as managing the household and child care. Most husbands stated that they were careful to relieve their wives of responsibility for household and other tasks:
My wife doesn't have to do a thing, she doesn't have to do anything. I look after her medication. The house, what you see apart from dusting, is all mine. . . . I just do everything. (Lou, husband) Well it would be 12 months since I gave up work to look after my wife. Her case manager sort of talked me into doing it. She said that my wife couldn't be left by herself. . . . I am a little bit more domesticated now, like I never used to do much cooking, my wife used to do it all, have it cooked and on the table when I walked in from work and everything. I never used to do much-I do a lot more in that respect. (George, husband) Employing various tactics, the husbands aimed to limit psychological stressors on their partners by limiting the amount of time they spent apart from their spouse, reducing their wives' exposure to family arguments, fielding phone calls, and avoiding contact with particular people if they anticipated tense or potentially distressing interactions:
She really freaks out when someone is coming, you know. She is more comfortable when it is just us five kind of thing. . . . There is one family she has kind of let them in, but she doesn't really feel comfortable [with other people]. I really hadn't had a chance to meet people, I only knew people from work, but if I had I could see that they would have slowly disappeared. Sometimes I feel like getting out and stuff-you see other people going out, with their mates and stuff and you think [trails off]. (Jim, husband) Husbands also concentrated efforts on minimizing risks in the home environment by removing dangerous substances and utensils (such as certain medications and knives) from the house and maintaining watchfulness to prevent self-harm. One husband described how he manages his wife's tendency to take overdoses of medications:
She relies a lot on the tablets, I've been monitoring some of them, but she has snuck off with the others and we can't get 'em, and once she takes those you've got no hope of controlling her. I've been on tablets for it [long-term injury], but because my wife was taking overdoses I've got rid of all my tablets, I haven't had any for a couple of months and she said, "Well you've got to get them." And I have said, "No, I am just not going to, because I can't trust you, so I'm not getting them, too bad." . . . I'll just put up with the pain. (Kevin, husband) Monitoring to prevent episodes of self-harm was time consuming, and 4 out of 5 of the husbands in the study reported that these tasks required nearconstant vigilance, especially during acute episodes of mental illness. The men consistently reported difficulties in leaving the house, getting enough sleep, maintaining contacts outside the household, and undertaking normal daily activities.
It has been very hard because I'm sort of sleeping with an ear open because the last time she tried to take her own life, she lunged at me a couple of times and I had to call the CAT [Psychiatric Crisis Assessment Team] team, and they said to call the police, which I did. It was very hard something like that. (Lou, husband) It's got to the point where I can't trust her-different times when she takes tablets and that, I've got to stop her from driving-all those sorts of things. (Kevin, husband) Fathers and husbands displayed key differences in their approaches to caring and how they performed their caring roles. For fathers, their child's illness necessitated the indefinite extension of their obligations and responsibilities as parents, and this was particularly apparent among fathers of adult children. In addition to parenting roles, the fathers were required to incorporate additional responsibilities associated with the need to manage their child's illness condition. Fathers were more likely to actively seek out expert and experiential advice and support services that could assist them in their caring roles; however, fathers of adult children were feeling the strain of "limitless" responsibility. In contrast to the fathers, it was notable that husbands adopted reactive approaches to caring in which they focused on managing the household environment (rather than the illness condition) to reduce stress and strain on their wives.
Sources of Support
The fathers were active in maintaining contact with support and treatment services. They welcomed having a "quasi-professional" role in the treatment team where their opinions and contributions were acknowledge and valued:
Carers have such a great contribution to make if they are allowed to because they are the ones that know their loved ones so much . . . a psychiatrist sees someone maybe once in a month, possibly every two months for ten minutes. . . . We kept a record ourselves in an exercise book of Toby's medications, blood test results, psychiatrist visits, doctors that he had seen. Because every time we went for a session with a psychiatrist or a psych nurse, invariably it would be someone different, and they would pull out Toby's record and they would say, "Now what about we change you to Olanzapan," and we would say, "Now, hang on a minute, he has already been on that, and I have all the records written down." And in the end they used to just photocopy that page of the thing and put it in his file because we had an up-to-date list. . . . And by doing that that was the catalyst that got us through, because had we not done that we would have been behind the eight ball in dealing with psychiatrists. (Tim, father) All the fathers were also highly involved in efforts to promote recovery, which tended to involve encouraging (or even coercing) adherence with treatment regimes, maintaining good general health, assisting with commencing or returning to work or study, being involved in shared social activities, and supporting efforts to be independent. Some fathers reported undertaking the majority of caring tasks in the family, and others shared caring tasks with their wives:
When our son was living at home and you have three people living in the house on a disability support pension . . . but between the two of us we sort of care for each other as well . . . it can be overwhelming if you look at the overall picture and think how are we going to get through this? How are we going to care for him, I am having trouble caring for myself, I am having trouble caring for my wife. The two of us together probably have enough strength for one person to be able to do it, just by helping each other out. (Tim, father) Together, Tim and his wife ensure that their son is sufficiently nourished, gets enough exercise, builds social networks, and complies with treatment regimes. These responsibilities reflect the ways in which this couple's commitment to parenting is being extended well into their child's adulthood, and across a range of everyday and specialized matters. Although some fathers reported being the only man attending carer support groups, the groups were a valuable resource for accessing information pertaining to caring:
So it was here at the Family Resource Centre that broadened the whole horizons. You could take home information, and start to draw out of all of that what you could identify, symptoms . . . triggers and all of those sort of things that once you started to read that, you'd think, "Oh that is why she did that, that is why she did this, oh gosh I shouldn't have done that." So you also identify your own weaknesses in that way. (Brian, father) This quote suggests how lay education provided to carers through formal mental health support services enables parents to monitor their children's symptoms, as well as their own performance in the caring role.
Husbands reported very limited use of support services, with only 2 having sporadic contact. Their reluctance to become involved with support services was attributed to finding time away from family responsibilities, discomfort with group settings, and the gender asymmetry that is often evident in such groups:
If I came to something like that [a support group], then I'd have to organize something for them [wife and son] as well. Leave them alone for five minutes and they are fighting, so I've got to try and calm them down. Like I don't have a lot to do at home, but it is finding the time where I can't leave them together, because I know they are going to fight, that's the trouble. (Kevin, husband) I won't feel comfortable because I don't want them knowing my things. I mean, I know, women do it all the time, and it seems to work fine for them-it is just my paranoia or whatever, or that betrayal. I seem to have a face that is well recognized, and I might be walking down the street and might see someone else who'd say, "Hey that's-." I just don't feel comfortable with that. (Jim, husband) I don't know-I just felt a bit like you're the odd one out. You know, they look after males and I'm looking after a female . . . don't get me wrong-the ladies were wonderful-I was spoilt, but it was just hard. (George, husband) Generally, the husbands also reported having limited contact with family members or involvement in recreational activities. While the husbands believed that these efforts achieved the effect of limiting potential conflict and distress among their wives, such efforts also severed them from potential sources of support and had a negative impact upon the family's quality of life. These situations tended to leave the husbands with limited opportunities for social interaction outside the home. One husband described the extraordinary lengths he went to carve out some time for himself:
Trevor-the newsagent-that is the one outlet I can sort of have. I can go in at 4 am in the morning, when my wife is still asleep, and have a chit-chat to him. So I will go down and get a paper and have a chit-chat for half an hour. (George, husband) Men felt estranged from former friends because they couldn't talk about their situations at home:
[With] my male friends-it is sort of taboo-they don't want to know about that sort of thing. And I think, okay buddy, wait until you're in a bit of strife [trouble] , but I would rather help people out than throw it in their face. (Dave, husband) Intensifying their social isolation, 4 of the husbands had ceased involvement in paid employment because of their wives' illness. This created significant financial and emotional strains for husbands who were trying to manage on limited household budgets and minimizing their wives' exposure to any financial problems they may be experiencing:
I am still learning that it is better to let it go and not to argue, but for a long time I was walking on eggshells, to make sure you don't say the wrong thing . . . like I said, even though we talk a lot and stuff like that, it is kind of being careful not to say the wrong thing. There are certain things I feel I have to keep to myself-you know, the financial things, so I just keep that aside and worry about things. I made the mistake of saying [something] to her the first time, and then she really went into a panic and it upset her type thing, so I might have told a white lie that things had picked up and they were better, and I kept it to myself. (Jim, husband) Fathers accessed formal and informal support services and reported this contact as being helpful and positive. Husbands had limited sources of support and perceived that the negative aspects of accessing increased support would not outweigh the benefits.
Impact of Caring on Primary Relationships
These differences in the husbands' and fathers' accounts of caring ensured that approaches to caring and circumstances of the latter were more likely to mirror the ideals of caring that are envisaged in mental health policies. This appears to be linked to aspects of the primary relationship between carers and care recipients and differing expectations that are attached to being a partner or a parent. Ideals and characteristics of primary relationships generate different sites of tension in caring for someone whose capacity for independence is compromised through mental illness. The values and ideals of intimacy, on one hand, and parenting, on the other, are embedded in different sets of assumptions that guide the ways in which the practical and emotional tasks of caring are interpreted and accomplished.
The fathers of younger children contemplated the future and were able to express hope that, with sufficient information, support, and understanding, things would work out:
I am optimistic that he [son] will get though his schooling, so long as he doesn't get sidetracked or depressed, and these are issues we've got to look atcontrolling his anxiety or whatever. Maybe we have to think about that, because some people have mentioned this to us, that if he does get very depressed, but we don't know exactly what to expect. But we are sort of, well, I think we are both optimistic that it's going to turn out okay. (Andy, father) For fathers of adult children, the strains and tensions of parenting and caring roles were clearly apparent as their children reached adulthood but struggled to achieve independent living. The uncertain ability of adult children to sustain their independence presents sites of tension for parents in their relationships with their children, and with clinicians and service providers:
Delicate situations arise because he [son] feels that it is his right to have control of his life, his medication, his money, and that we are interfering. But his control of the situation has proved to be outside his control. (Joe, father) [My daughter] once admitted herself to the psychiatric inpatient unit without my knowledge. . . . I went there and I said, "Look, I don't mind my daughter being here on self admission, but before she leaves I want to have a discussion with you, the psychiatrist, on what you can tell me to help me help my daughter." And they wouldn't do it. They also told me that she would be staying overnight. At about nine o'clock that night I got a phone call from my daughter, and she said, "Dad, do you think you could bring me some tea [dinner] ?" I said, "Haven't you had tea? Are you sure you haven't had tea?" thinking she was in hospital. "No, I'm at a motel." "What are you doing in a motel?" "This is where they have placed me for the night." I put the phone down and thought, "What the hell is going on here?" Why wouldn't they ring you and say, "Your daughter has now been placed in a motel." I couldn't believe it! Why do psychiatrists do stupid things like that? (Brian, father) Promoting independence and managing dependence present different kinds of complexities to husbands where individual autonomy is already somewhat dissolved in the interests of an ongoing relationship. Despite the burdens of caring, the isolated circumstances in which they provided care, and that things were unlikely to change in the future, the husbands expressed a strong sense of duty to continue to care for their wives and families. This was attributed to the ways in which they understood the value of their efforts:
Well, I'll put up with the pain to save her life. I'll put up with it for the rest of my life! I don't care! (Kevin, husband) Like, my wife has said on a few occasions that she doesn't think she would be here with us now if I hadn't have given up work when I did. It was kind of at crisis point. So I have found that rewarding in that aspect-that we are still here as a family. (Jim, husband) The above quotes suggest the ways in which caring presents demands and rewards. Other husbands also referred to some of the unexpected pleasures brought about by their roles as carers:
To do this stuff with the kids, I really enjoy that. Especially with the school, they don't get a lot of male helpers, most males are working so they know I am happy to help and I get asked a lot. I enjoy it and, you know, I do get to spend a lot more time with my wife. So, you know, I can see that we are a lot closer and I get to spend time with her, even though it is frustrating, on the whole it is good. It is rewarding in that I get to spend this time with the kids, and that is where I feel guilty, I enjoy doing all this stuff, it is like, you could be out working. (Jim, husband) I have found lately, especially as my wife is sort of getting better, sometimes you can be there too much, like you get under her skin a bit. Whereas before it wasn't, when things were real bad, and you had to be there and now I can probably take a little step back . . . since I gave up work, I've always been here . . . and I think maybe it is not only from her side, I have got used to having to look after her too. And now maybe that it is getting a bit better we can both take a backward step and we are finding it hard to do that. Do you understand what I mean? (George, husband) Caring for their wives offered opportunities to have a different kind of role in their families and to spend more time at home. However, admitting that their caring role has some positive aspects risks these husbands being perceived by clinicians and service providers as inhibiting their wives' recovery. The emphasis in expectations of caring roles on promoting recovery meant that the men's ambivalent responses and reactive approaches to caring were easily misunderstood.
Discussion
The men in this study are presented with complex tensions in their caring roles. The fathers' strong sense of responsibility toward their children reflected widely held community views that parents have "limitless" responsibility for their children (Wyness, 1997) . The focus of fathers' efforts was to ensure that their children received and complied with appropriate treatment and support services. For fathers, the complementarity between parenting and caring roles is likely to explain why they reported a high use of, and satisfaction with, a range of mental health services. The services provided access to critical sources of support and ways of understanding their child's mental illness and their families' situations that did not indict them as incompetent and "bad" parents. Linked to this, the fathers were generally eager to take on a "quasi-professional" carer role (Henderson, 2001) in the belief that complying with treatment regimes enhanced the likelihood of recovery or, at least, stabilizing their child's illness. Fathers therefore generally strived to work cooperatively with service providers and experienced their engagement with carer support services as empowering and welcomed opportunities for "parental re-skilling" (Harden, 2005) to enable them to cope with the challenges their children's illnesses presented. Indeed, carer-support services were viewed as "life savers" and as valued sources of ongoing contact and support.
The characteristic approach to a caring role related by fathers in this study most closely resembled the accounts of caring in the general literature on caregivers of people with mental illness in finding that carers are often are proactive, and sometimes even coercive, in their attempts to engage their family member in mental health treatment (Pescosolido, Brooks-Gardner, & Lubell, 1998) . Of most concern to fathers was that their contributions were not always recognized by professionals, and similar dissatisfaction has been noted in other research (Milliken, 2001; Siegloff, 2003) . Challenges in caring roles heighten when children reach adulthood, and the intermediary role that parents have assumed becomes increasingly difficult to sustain as children acquire adult rights and responsibilities. This includes having an independent income and dealing directly with service providers, yet parents' limitless responsibility for their children ensures that they continue to provide care and comfort when the system reaches its limits and to pick up the pieces when things go wrong.
Rather than encouraging participation in treatment regimes, caring practices among husbands tended to be reactive and oriented toward managing the home environment to reduce potential sources of stress for their wives. Husbands did not talk about a caring "role" in the interviews and reported limited contact with support services, which they perceived as inappropriate or irrelevant to their circumstances. These perceptions and experiences may be traced to the efforts of husbands to maintain characteristic qualities of their primary intimate relationships as partners, and this tended to clash with predominant constructions of caring roles that are enacted in clinical and support settings. The resistance among husbands to assume a carer identity and to separate out their caring roles from everyday life was sustained in spite of the demands and testing circumstances arising through their partners' illnesses. The difficulties of their circumstances included the situation of being sole carers for their wives (in contrast to fathers, who were likely to be co-parenting), financial stresses, severely curtailed opportunities for social interaction, and limited contact with formal support services. The format (sharing and solving problems through talk) and composition (composed mostly, if not exclusively, of women) deterred husbands from accessing informal sources of support such as self-help groups, and this meant they were left with few opportunities for support and social contact. Husbands were also required to navigate the complexity of renegotiating intimate relationships with their wives as they moved through episodes of ill health and periods of recovery (Henderson, 2001 ).
Although caring for a spouse is more likely to be associated with psychological distress than other caring situations (Hirst, 2005) , the husbands experienced some positive aspects in their caring situations, including having more time to spend with their partners and children. Similarly, research exploring the experiences of older husbands caring for wives with dementia reported that men derived unanticipated benefits from caring that included a sense of personal growth, feeling useful, and enhanced self-esteem (Ducharme et al., 2006) . These unexpected rewards of caring, together with the reluctance of husbands to actively engage with clinical and social support services, can render them vulnerable to being perceived as problematic and possibly even "codependent" by service providers. A seeming lack of concern to actively promote the recovery and independence of care recipients appears consistent with the central features of the codependency construct-care taking, rescuing, and prioritizing the needs of others before one's own (Hazleden, 2004) . Gender is also a salient context for understanding men's approaches to caring, and its influence is more pronounced for husbands who are likely to be in positions where they are the sole caregivers. Gender expectations can influence men to place high value on self-reliance, to exert pressure to show they are competent in unfamiliar situations, and to lack experience in dealing with social and welfare services (Ducharme et al., 2006) . The combination of gender circumstances and qualities of the primary relationship may heighten potential for misunderstanding the aims of the husbands' approaches to caring.
Concluding Remarks
The findings support and extend insights gleaned from previous research exploring the experiences of carers that family members face a "normative pressure to care" for ill or incapacitated family members (Gosling & Oddy, 1999; Heaton, 1999; Henderson, 2001) . They also confirm that caring for a family member with a mental illness is demanding and difficult (Baronet, 1999; Joyce, Leese, & Szmukler, 2000; Milliken, 2001; Milliken & Northcott, 2003; Szmukler et al., 2003) . Helpfully, the findings offer insights into not only how men are caring in contexts of mental illness but also generalized changes that are transforming the ways in which caring is undertaken in families. Improved grip on these issues could be obtained by exploring these issues among large samples of partner/spousal carers, including the experiences of women who are caring for unwell partners, and the views of formal mental health service providers. The rural setting for the study would have exacerbated the men's difficulties. In highly urbanized countries such as Australia, there are ongoing difficulties in ensuring equitable access to treatment and support services for dispersed rural and remote communities. Furthermore, the rural setting is likely to have accentuated the men's uncommon family circumstances, diminished their capacity to maintain confidentiality, and heightened experiences of social and personal isolation.
The findings point to the significance of primary relationships in foregrounding approaches to caring among men. Accordingly, differences in the ways in which fathers and husbands understand and practice caring will require different approaches for developing practical support services for men who are providing care for family members with a mental illness. In this study, the dissonance between the expectations that are attached to caring roles and ideals for intimate relationships are most marked for husbands where their approach to caring influenced perceptions of relevance of mental health services and information. More generally, the study reveals some of the ways, through both necessity and design, that caring is being undertaken in families and the particular challenges and rewards that are experienced by men in their caring roles.
